transferase (AST), 724 lUlL (normal, 5-45 lU/L); angiotensin converting enzyme, 62 lUlL (normal, 8 to 52 lU/L); and IgG, 2,463 mg/dl (normal, 640 to 1,350 mg/dl). Levels of 1gM and IgA were normal. Levels of antinuclear antibody, anti-DNA antibody, rheu matoid factor, and anticardiolipin antibody were all normal; and complement levels were normal. Serologic assays for viral antibodies revealed no diagnostic rise for the Epstein-Barr virus (EBV), cytomegalovinis (CMV), adenovinus, influenza, or parainfluenza titers.
Transbronchial biopsy (Fig 2) disclosed the characteristic polypoid fibrous-tissue plugs filling air spaces. In the surrounding air spaces, numerous foamy macrophages were evident. The interstitium showed thickened walls infiltrated by chronic inflammatory cells. With higher magnification (Fig 2) , the air-space plug was composed of loose connective tissue with scattered spindle fibroblasts, a few plasma cells, and lymphocytes. The alveolar septa contained lym phocytes, macrophages, plasma cells, and type 2 pneumocytes. These pathologic findings were consistent with the diagnosis of BOOP Treatment with prednisone (60 mg/day) was initiated and resulted in significant clinical, physiologic, and radiologic improvement within 1 month; complete recovery was observed after 3 months (Table 1 ). The dose of prednisone was gradually tapered, and therapy was stopped after a year.
CASE 2
A 66-year-old woman was admitted for progressive dyspnea accompanied by a nonproductive cough and weight loss of 4 kg over several days. The patient had had a preceding episode of influenza. Until then, she had been healthy except for mild osteoporosis. The physical examination revealed only tachycardia (108 beats per minute), tachypnea (26 breaths per minute), and diffuse bilateral fine end-inspiratory crackles. The chest x-ray film (Fig 3) showed bilateral patchy infiltrates in the lower lungs and linear opacities in the midlungs. Pulmonary function tests disclosed a mild restrictive @ â€"¿ uI@.uuI' In this article, we describe two patients in whom the diagnosis of BOOP was achieved by transbronchial biopsy (TBB).
CASE REPORTS

CASE 1
A 17-year-old patient was admitted with a nonproductive cough, progressive dyspnea, and weight loss of 3 months' duration. In the past, she had been in good health, and she denied smoking. Physical examination revealed tachycardia (120 beats per minute), tachypnea (24 breaths per minute), and end-inspiratory crackles in the lower lungs. The chest x-ray film and computed tomographic scan (Fig 1) showed bilateral alveolar infiltrates. Pulmonary function studies disclosed a restrictive pattern, with evidence of air trapping and factor, and anticardiolipin antibody were normal, and complement levels were nornial. Viral titers for EBV, CMV, adenovirus, influenza, and parainfluenza were negative for 1gM amid weakly positive (1/16) for lgG. Traosbroochial biopsy was performed and disclosed BOOP Therapy with prednisone (60 rng) was initiated, and improvement was noticed within a month. After 3 months of treatment, the alveolar infiltrates resolved; however, linear opacities in the midlungs persisted, and pulmonary function tests showed mild reduction in Dco (Table 1 and airway pressures may be required to maintain adequate oxygenation and ventilation. Surgery may not be possible due to the impact of severe lung disease on gas exchange.
CASE REPORT
A 39-year-old black man weighing 75 kg, with no known history of cardiovascular or respiratory disease, was admitted to the hospital with multiple stal) wounds, involving the left upper chest and the axillary area. A left hemopneumothorax was drained and emergency surgery was performed, where the axillary vein was ligated and the axillary artery repaired.
A combination of hypothermia, hemodynamic instabilit@Ã § and the presence of a BPF necessitated postoperative ventilation and the patient was transferred to the ICU. At the time of admission, the patient was hemodynamically stable and was ventilated with a ventilator (Bird 8400) on synchronized intermittent mandatory *From the Intensive Care Unit, Bar,sgwanath Hospital, University of the Witwatersrand, Soweto, South Africa.
